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Highlights of Changes

This Medical Aid Rules and Fee Schedules (fee schedule) is effective for services provided on
or after August 1, 2003. These highlights are intended for general reference; they are not a
comprehensive list of all the changes in the fee schedule. Refer to the 2003 CPT® and HCPCS
coding books for complete code descriptions and lists of new, deleted or revised codes.

WASHINGTON ADMINISTRATIVE CODE (WAC) AND PAYMENT CHANGES

Cost of living adjustments were applied to RBRVS and anesthesia services and to most
local codes.

WAC 296-20-135 increased the RBRVS conversion factor from $50.51 to $50.58 and
increased the anesthesia conversion factor from $2.78 per minute ($41.70 per 15
minutes) to $2.80 per minute ($42.00 per 15 minutes).

WAC 296-23-220 and WAC 296-230 increased the maximum daily cap for physical and
occupational therapy services to $103.65.

POLICY ADDITIONS, CHANGES AND CLARIFICATIONS
Professional Services

Added section: Spinal Injection Policy

The department no longer covers apheresis services. Apheresis is not used to treat
industrial injuries or occupational diseases.

The department will cover autologous chondrocyte implants when the criteria outlined in
Provider Bulletin 03-02 are met.

The department will cover meniscal allograft transplantations when the criteria outlined in
Provider Bulletin 03-02 are met.

Audiology services have been revised.

Home Health Care services have been revised to reflect the new emphasis upon agency
care.

Vocational Services have been revised to implement recent rule changes.

Appendices

Added and revised Appendix H, Documentation Requirements

Fee Schedules

Local codes have been added to the fee schedule section.
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Introduction

All providers must follow the administrative rules, medical coverage decisions
and payment policies contained within the Medical Aid Rules and Fee
Schedules, Provider Bulletins, and Provider Updates. If there are any services,
procedures, or text contained in the CPT® and HCPCS coding books that are in
conflict with the Medical Aid Rules and Fee Schedules, the department’s rules
and policies apply (WAC 296-20-010). All policies in this document apply to
claimants receiving benefits from the State Fund, the Crime Victims
Compensation Program and Self-Insurers unless otherwise noted.

Questions may be directed to the Provider Hotline at 1-800-848-0811
or to the Crime Victims Compensation Program at 1-800-762-3716.
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GENERAL INFORMATION

EFFECTIVE DATE

This edition of the Medical Aid Rules and Fee Schedules is effective for services performed on
or after August 1, 2003.

UPDATES AND CORRECTIONS TO THE FEE SCHEDULES

If necessary, corrections to the Medical Aid Rules and Fee Schedules will be published on the
department’s web site at www.LNIl.wa.gov/hsa/

Additional fee schedule and policy information is published throughout the year in the
department’s Provider Bulletins and Provider Updates that are located on the department’s web
site at www.LNI.wa.gov/hsa/

STATE AGENCIES’ FEE SCHEDULE AND PAYMENT POLICY DEVELOPMENT

The Washington state government payers coordinate fee schedule and payment policy
development. The intent of this coordination is to develop payment systems and policies that
make billing and payment requirements as consistent as possible for providers.

The state government payers are:

« The Washington State Fund workers’ compensation program (The State Fund),
administered by the Department of Labor and Industries

« The Uniform Medical Plan, administered by the Health Care Authority for state employees
and retirees

« The State Medicaid Program, administered by the Medical Assistance Administration
(MAA) within the Department of Social and Health Services (DSHS)

These agencies comprise the Interagency Reimbursement Steering Committee (RSC). The
RSC receives input from the State Agency Technical Advisory Group (TAG) on the
development of fee schedules and payment policies. The TAG consists of representatives
from almost all major state professional provider associations.

While the basis for most of the agencies’ fee schedules is the same, payment and benefit
levels differ because each agency has its own source of funding, benefit contracts, rates and
conversion factors.

8-1-03 CPT® codes and descriptions only are © 2002 American Medical Association 9 Introduction
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BECOMING A PROVIDER

WORKERS’' COMPENSATION PROGRAM

A Provider must have an active L&I provider account number to receive payment for treating a
Washington injured worker.

Providers can apply for account numbers by completing a Provider Account Application and
Form W9 available at www.LNI.wa.gov/forms (form #F248-011-000 & #F248-036-000) or can be
requested by contacting the department’s Provider Accounts section or the Provider Hotline at
1-800-848-0811.

Provider Accounts Provider Hotline
Department of Labor & Industries 1-800-848-0811
PO Box 44261
Olympia, WA 98504-4261
(360) 902-5140

More information about the provider application process is published in WAC 296-20-12401,
which can be found in the Medical Aid Rules section.

CRIME VICTIMS COMPENSATION PROGRAM

Providers treating victims of crime must apply for separate accounts with the Crime Victims
Compensation Program. Provider applications for the Crime Victims Compensation Program
are available on the department’s web site at www.LNIl.wa.gov/forms (form #F800-053-000) or
can be requested by contacting the Crime Victims Compensation Program.

Department of Labor and Industries
Crime Victims Compensation Program
Provider Registration

PO Box 44520

Olympia, WA 98504-4520
1-800-762-3716
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BILLING INSTRUCTIONS AND FORMS

BILLING PROCEDURES

Billing procedures are outlined in WAC 296-20-125, which can be found in the Medical Aid
Rules section.

BILLING MANUALS AND BILLING INSTRUCTIONS

The General Provider Billing Manual (publication #F248-100-000) and the department’s
provider specific billing instructions contain billing guidelines, reporting and documentation
requirements, resource lists and contact information. These publications can be requested
from the department’s Provider Accounts section or the Provider Hotline. (Refer to “Becoming
a Provider” above for contact information.)

BILLING FORMS

Providers should use the department’s most recent billing forms. Using out-of-date billing
forms may result in delayed payment. To order new billing forms or other department
publications, complete the Medical Forms Request (located at the end of this document or on
the department’s web site at www.LNIl.wa.gov/forms) and send it to the department’s
warehouse.

GENERAL BILLING TIPS

Billing Tip This symbol is placed next to billing tips throughout the policy sections to
facilitate correct payments.

8-1-03 CPT® codes and descriptions only are © 2002 American Medical Association 11 Introduction
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SUBMITTING CLAIM DOCUMENTS TO THE STATE FUND

Mailing State Fund bills, reports and correspondence to the correct addresses helps the
department pay you promptly.
L ) Reports and chart notes should be mailed separately from bills. Sending
Billing Tip reports or chart notes with your bill may delay or even prevent the

information from reaching the claims manager.

Item

State Fund Mailing Address

Report of Industrial Injury or
Occupational Disease

Department of Labor & Industries
PO BOX 44299
Olympia, WA 98504-4299

Correspondence, reports and chart
notes for State Fund Claims and for
claim related documents other than
bills.

Department of Labor & Industries
PO BOX 44291
Olympia, WA 98504-4291

State Fund Provider Account
Information Updates

Department of Labor & Industries
PO BOX 44261
Olympia, WA 98504-4261

UB-92 Form

Department of Labor & Industries
PO BOX 44266
Olympia, WA 98504-4266

Adjustments and Bills for Retraining &
Job Modification, Home Nursing and
Miscellaneous

Department of Labor & Industries
PO BOX 44267
Olympia, WA 98504-4267

Bills for Pharmacy & Compound
Prescriptions

Department of Labor & Industries
PO BOX 44268
Olympia, WA 98504-4268

HCFA 1500 Form

Department of Labor & Industries
PO BOX 44269
Olympia, WA 98504-4269

State Fund Refunds (attach copy of
remittance advice)

Department of Labor & Industries
Cashier’s Office

PO BOX 44835

Olympia, WA 98504-4835
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TIPS FOR SUBMITTING DOCUMENTS TO THE STATE FUND

The State Fund uses an imaging system to store electronic copies of all documents submitted
on injured workers’ claims. This system cannot read some types of paper and has difficulty
passing other types through automated machinery.

Do’s
Following these tips can help the department process your documents promptly and accurately.
»  Submit documents on white 8 %2 x 11- inch paper (one-side only).
« Leave % inch at the top of the page blank.
«  Submit legible information.
« Put the patient’'s name and claim number in the upper right hand corner.
« If no claim number substitute the patient’s social security number
« Emphasize text with asterisks or underlines.
« Staple together all documents pertaining to one claim.
+ Include a key to any abbreviations used.
« Reference only one worker/patient in a narrative report or letter.

Don’ts
Please do not submit information in the following manner.
« Don’t use colored paper, particularly “hot” or intense colors.
« Don’t use thick or textured paper.
« Don't send carbonless paper.
« Don’t use any highlighter markings.
« Don't place information within shaded areas.
« Don't use paper with black or dark borders, especially on the top border.
« Don't staple documents for different workers/patients together.

Following the above tips can prevent significant delays in claim management and bill payment
and can help you avoid department requests for information you have already submitted.

8-1-03 CPT® codes and descriptions only are © 2002 American Medical Association 13 Introduction



DOCUMENTATION REQUIREMENTS

Providers must maintain documentation in workers’ medical files to verify the level, type and
extent of services provided to injured workers. The department may deny or reduce a
provider’s level of payment for a specific visit or service if the required documentation is not
provided or the level or type of service does not match the procedure code billed. No additional
amount is payable for documentation required to support billing.

In addition to the documentation requirements published by the American Medical Association
in the physicians’ Current Procedural Terminology, CPT® book, the department or Self-Insurer
has additional reporting and documentation requirements. These requirements are described in
the provider specific sections and in WAC 296-20-06101. The department may pay separately
for specialized reports or forms required for claims management. For specific documentation
requirements see Appendix H.

RECORD KEEPING REQUIREMENTS

As a provider with a signed agreement with the department, you are the legal custodian of the
injured workers’ medical records. You must include subjective and objective findings, records of
clinical assessment (diagnoses), as well as reports and interpretations of x-rays, laboratory
studies and other key clinical information in patient charts.

Providers are required to keep all records necessary for the department to audit the provision
of services for a minimum of five years (See WAC 296-20-02005 Keeping of records).
Providers are required to keep all x-rays for a minimum of ten years (See WAC 296-23-140
Custody of x-rays).

CHARTING FORMAT

For progress and ongoing care, use the standard “SOAP” (Subjective, Objective, Assessment,
Plan and progress) format. In worker’'s compensation there is a unique need for work status
information. To meet this need it is suggested adding “ER” to the SOAP contents. Chart notes
should document employment issues, including a record of the patient’s physical and medical
ability to work, and information regarding any rehabilitation that the worker may need to
undergo. Restrictions to recovery, any temporary or permanent physical limitations, and any
unrelated condition(s) that may impede recovery must be documented.

“SOAP-ER”
S Subjective complaints.
O Objective findings.
A Assessment.
P Plan and progress.
E Employment issues.
R Restrictions to recovery.
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OVERVIEW OF PAYMENT METHODS

HOSPITAL INPATIENT PAYMENT METHODS

The following is an overview of the department’'s payment methods for services in the hospital
inpatient setting. Refer to Chapter 296-23A in the Medical Aid Rules and the Hospital Payment
Policies section for more information.

All Patient Diagnosis Related Groups (AP-DRG)

The department uses All Patient Diagnosis Related Groups (AP-DRGSs) to pay for most
inpatient hospital services.

Percent of Allowed Charges (POACQC)

The department uses a POAC payment method for some hospitals that are exempt from the
AP-DRG payment method.

Self-insurers and Crime Victims pay all hospitals using POAC.

The department uses the POAC as part of the outlier payment calculation for hospitals paid by
the AP-DRG.

Per Diem

The department uses statewide average per diem rates for five AP-DRG categories: chemical
dependency, psychiatric, rehabilitation, medical, and surgical. Some hospitals are paid for all
inpatient services using per diem rates. Hospitals paid using the AP-DRG method are paid per
diem rates for AP-DRGs designated as low volume.

HOSPITAL OUTPATIENT PAYMENT METHODS

The following is an overview of the department’s payment methods for services in the hospital
outpatient setting. Refer to Chapter 296-23A in the Medical Aid Rules and the Hospital
Payment Policies section for more detailed information.

Ambulatory Payment Classifications (APC)

The department pays for most hospital outpatient services with the APC payment method.

Professional Services Fee Schedule

The department pays for most services not paid with the APC payment method according to
the maximum fees in the Professional Services Fee Schedule.

Self-insurers and Crime Victims pay for most radiology, pathology, laboratory, physical therapy,
and occupational therapy services according to the maximum fees in the Professional Services
Fee Schedule.

Percent of Allowed Charges (POAC)

Hospital outpatient services that are not paid with the APC payment method, the Professional
Services Fee Schedule or by department contract are paid by a POAC payment method.

Self-insurers and Crime Victims use POAC to pay for hospital outpatient services that are not
paid with the Professional Services Fee Schedule.
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AMBULATORY SURGERY CENTER PAYMENT METHODS

Ambulatory Surgery Center (ASC) Groups

The department uses a modified version of the ASC Grouping system that was developed by
the Centers for Medicare and Medicaid Services (CMS) to pay for facility services in an ASC.
Refer to Chapter 296-23B in the Medical Aid Rules and the ASC Payment Policies section for
more information.

PROFESSIONAL PROVIDER PAYMENT METHODS

Resource Based Relative Value Scale (RBRVS)

The department uses the Resource Based Relative Value Scale (RBRVS) to pay for most
professional services. More information about RBRVS is contained in the Professional
Services section. Services priced according to the RBRVS fee schedule have a fee schedule
indicator of “R” in the Professional Services Fee Schedule.

Anesthesia Fee Schedule

The department pays for most anesthesia services using anesthesia base and time units.
More information is available in the Professional Services section.

Pharmacy Fee Schedule

The department pays pharmacies for drugs and medications according to the pharmacy fee
schedule. More information is available in the Professional Services section.

Average Wholesale Price

The department’s rates for most drugs dispensed from a prescriber’s office are priced based on
a percentage of the average wholesale price (AWP) or the average average wholesale price
(AAWP) of the drug. Drugs priced with an AWP or AAWP method have a fee schedule
indicator of “D and/or “AWP” in the Dollar Value” columns " in the Professional Services Fee
Schedule.

Clinical Laboratory Fee Schedule

The department’s clinical laboratory rates are based on a percentage of the clinical laboratory
rates established by the Centers for Medicare and Medicaid Services. Services priced
according to the department’s clinical laboratory fee schedule have a fee schedule indicator of
“L” in the Professional Services Fee Schedule.

Flat Fees

The department establishes rates for some services that are not priced with other payment
methods. Services priced with flat fees have a fee schedule indicator of “F” in the Professional
Services Fee Schedule.

Department Contracts

The department pays for some services by contract. Some of the services paid by contract
include TENS units and supplies, utilization management, chronic pain management, and
chemically related illness center services. Services paid by department agreement have a fee
schedule indicator of “C” in the Professional Services Fee Schedule. Crime Victims does not
contract for these services. Please refer to the appropriate Provider Bulletin for additional
information.

By Report
The department pays for some covered services on a “by report” basis. Services paid by report
have a fee schedule indicator of “N” in the Professional Services Fee Schedule.
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BILLING CODES AND MODIFIERS

The department’s fee schedules use the federal Healthcare Common Procedure Coding
System (HCPCS), and agency unique “local codes.”

HCPCS Level | codes are the Physicians’ Current Procedural Terminology (CPT®) codes that
are developed, updated and copyrighted annually by the American Medical Association (AMA).
There are three categories of CPT® codes:

CPT® Category | codes are codes used for professional services and pathology and
laboratory tests. These services are clinically recognized and generally accepted
services, not newly emerging technologies. These codes consist of five numbers (e.g.
99201).

CPT® Category Il codes are optional codes used to facilitate data collection for tracking
performance measurement. These codes consist of four numbers followed by the letter
“F” (e.g. 1234F).

CPT® Category Il codes are temporary codes used to identify new and emerging
technologies. These codes consist of four numbers followed by the letter “T” (e.g.
0001T).

HCPCS Level | modifiers are the CPT® modifiers that are developed, updated and copyrighted
annually by the American Medical Association (AMA). CPT®modifiers are used to indicate that
a procedure or service has been altered without changing its definition. These modifiers
consist of two numbers (e.g. -22). The department does not accept the five digit modifiers.

HCPCS Level Il codes, commonly called HCPCS (pronounced “Hick-Picks”), are updated
annually by the Centers for Medicare and Medicaid Services (CMS). CMS develops most of
the codes. Codes beginning with “D” are developed and copyrighted by the American Dental
Association (ADA) and are published in the Current Dental Terminology (CDT-3). HCPCS
codes are used to identify miscellaneous services, supplies and materials not contained in the
CPT® coding system. These codes begin with a single letter, followed by four numbers (e.g.
K0007).

HCPCS Level Il modifiers are developed and updated annually by CMS and are used to
indicate that a procedure has been altered. These modifiers consist of two letters (e.g. -AA) or
one letter and one number (e.g. -E1).

Local codes are used to identify department unique services or supplies. They consist of four
numbers followed by one letter (except “F” and “T"). For example, 1040M should be used to
code completion of the department’s accident report form. The Health Insurance Portability and
Accountability Act (HIPAA) may alter the use of some local codes.

Local modifiers are used to identify department unique alterations to services. They consist of
one number and one letter (e.g. —1S). The Health Insurance Portability and Accountability Act
(HIPAA) may alter the use of some local modifiers.

The fee schedules do not contain the full text descriptions of the CPT®, HCPCS, or CDT codes.
Providers must bill according to the full text descriptions published in the CPT® and HCPCS
books, which can be purchased from private sources. Refer to Washington Administrative
Code (WAC) 296-20-010(1) for additional information.

8-1-03 CPT® codes and descriptions only are © 2002 American Medical Association 17 Introduction



REFERENCE GUIDE FOR CODES AND MODIFIERS

HCPCS Level | HCPCS Level Il
CcPT® cPT® CcPT® HCPCS L&l Local
Category | Category Il Category Il Codes
Source AMA/ AMA/ AMA/ CMS/ Labor &
CMS CMS CMS ADA Industries
Code 5 numbers 4 numbers 4 numbers 1 letter and 4 4 numbers and
Eormat followed by “F” | followed by “T” | numbers 1 letter
(nOt HF" Or HT“)
Modifier | 2 numbers N/A N/A 2 letters or 1 number and
Format 1 letter and 1 1 letter
number
Purpose | Professional | Tracking codes | Temporary Materials, supplies, | L&l unique
services & to facilitate codes for new | drugs & services,
pathology & | data collection | and emerging professional materials &
laboratory technologies services supplies
tests
Introduction 18 CPT® codes and descriptions only are © 2002 American Medical Association ~ 8-1-03




PROVIDER BULLETINS AND UPDATES

Provider Bulletins and Provider Updates are adjuncts to the Medical Aid Rules and Fee
Schedules, providing additional fee schedule, medical coverage decisions, and policy
information throughout the year.

Provider Bulletins give official notification of new or revised policies, programs and/or
procedures that have not been previously published.

Provider Updates give official notification of corrections or important information, but the
contents do not represent new policies, programs, and/or procedures.

All users of the Medical Aid Rules and Fee Schedules are encouraged to keep Provider
Bulletins and Updates on file. The bulletins and updates listed below were in effect at the time
this fee schedule was printed.

Provider Bulletins are available on the department’s web site at www.LNI.wa.gov/hsa If you
need hard copies, you may request them from the Provider Hotline at 1-800-848-0811.

If a bulletin or update is not listed here, it is either no longer current or has been incorporated
into the Medical Aid Rules and Fee Schedules. Refer to the body of the Medical Aid Rules and
Fee Schedules for changes affecting your practice.

CURRENT PROVIDER BULLETIN LIST

Bulletin Date Subject Contact Phone Number

Number | Issued Person

03-03 03/03 Psych Guidelines LaVonda 360-902-6163
McCandless

03-02 02/03 Coverage Decisions for Grace Wang 360-902-5227

Autologous chondrocyte implant
Meniscal allograft transplant
Computerized prosthetic knee

UniSpacer

03-01 01/03 Interpreter Services Paulette 360-902-6299
Golden

02-12 12/02 Rating Permanent Impairment Jami Lifka 360-902-4941

02-11 12/02 Neurontin LaVonda 360-902-6163
McCandless

02-07 10/02 Voc Rehab & Claims Information Roy Plaeger- 360-902-6699
Brockway

02-06 7/02 Spinal Injection Policy Lee Glass 360-902-4256

02-05 5/02 Hospital Outpatient Prospective Jim King 360-902-4244

Payment System Device Payment Pass
Through Payment Update

02-04 4/02 Utilization Review Program — New UR Nikki D’Urso 360-902-5034

Firm
02-03 4/02 HIPAA Impacts on Labor & Industries 360-902-5384
Simone Stilson | 360-902-6319
02-01 3/02 Guidelines for Shoulder Surgeries Lavonda 360-902-6690
McCandless
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Bulletin Date Subject Contact Phone Number

Number | Issued Person

01-14 12/01 Recent Formulary Coverage Decisions Jaymie Mai 360-902-6792
and Drug Updates

01-13 11/01 Hospital Outpatient Prospective Jim King 360-902-4244
Payment System

01-12 11/01 Ambulatory Surgery Center Payment Amy White 360-902-6800

01-11 11/01 Transcutaneous Electrical Nerve Susan 360-902-6821
Stimulation (TENS) Christiansen

01-08 8/01 Payment Policies for Attendant Services | Jim Dick 360-902-5131

01-07 8/01 Chiropractic Consultant Program Joanne 360-902-6817

McDaniel

01-06 6/01 Testing and Treatment of Bloodborne Jamie Lifka 360-902-4941
Pathogens

01-05 6/01 Guidelines for Lumbar Fusion Lavonda 360-902-6690
(Arthrodesis) McCandless

01-04 5/01 Vocational Provider Performance Jim Kammerer | 360-902-6809
Measurement Mary Kaempfe | 360-902-6811

01-03 5/01 Vocational Rehabilitation Payment Blake Maresh 360-902-6564
Guidelines

01-01 2/01 Vocational Rehabilitation Purchasing Blake Maresh 360-902-6564

00-09 10/00 IDET & Vax-D Grace Wang 360-902-5227

00-08 7/00 UR Program Nikki D’Urso 360-902-5034

00-06 5/00 Outside of Washington State Provider Tom Davis 360-902-6687
Reimbursement Policies Jim King 360-902-4244

00-04 5/00 Payment for Opioids to Treat Chronic, Jami Lifka 360-902-4941
Noncancer Pain

99-11 12/99 Job Modification and Pre Job Karen Jost 360-902-5622
Accommodations

99-06 7/99 Pharmacy On-Line Point-of-Service Tom Davis 360-902-6687
Billing System

99-04 6/99 Physician Assistant Provider Numbers Tom Davis 360-902-6687

99-02 5/99 Review for Job Analysis Dave Erickson | 360-902-4477

98-11 12/98 Fibromyalgia Jami Lifka 360-902-4941

98-10 12/98 Hyaluronic Acid in Treatment of Jami Lifka 360-902-4941
Osteoatrthritis of the Knee

98-09 9/98 Authorizing Vocational Retraining: Dave Erickson | 360-902-4477

Policies 6.51, 6.52 & 6.53
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Bulletin Date Subject Contact Phone Number

Number | Issued Person

98-07 6/98 Payment for Job Analysis Review Jim King 360-902-4244

98-04 6/98 Post-Acute Brain Injury Rehabilitation Jim King 360-902-4244
Reimbursement Policy

98-03 5/98 Cover Sheet Required for Voc Closing Peri Smith 360-902-5150
Reports

98-02 4/98 Post-Acute Brain Injury Rehabilitation Lucille Lapalm | 360-902-4293
Coverage Policy RN, ONC

98-01 2/98 Payment Policy for Nurse Case Pat Patnode 360-902-5030
Management RN, ONC

97-05 10/97 Complex Regional Pain Syndrome Lavonda 360-902-6690
(CRPS) McCandless

97-04 7197 Neuromuscular Electrical Stimulation Grace Wang 360-902-5227
(NMES) Device

97-03 7197 Obesity Treatment Policy 7.13 Pat Patnode 360-902-5030

RN, ONC

96-11 11/96 Home Modification Policy 11.10 Karen Jost 360-902-5622

96-10 10/96 Exchanging Medical Information with Sandy Dziedzic | 360-902-4471
Employers

96-07 6/96 Osteopathic Payment Policy & Billing Tom Davis 360-902-6687
Information

95-10 11/95 Guidelines for Electrodiagnostic Lavonda 360-902-6690
Evaluation of Carpal Tunnel McCandless

95-08 10/95 Introducing the Center for Excellence for | Dave Overby 360-902-6791
Chemically Related lliness

95-04 4/95 Thoracic Outlet Syndrome Lavonda 360-902-6690

McCandless

94-16 6/94 Home Health Care, Home Care and Lucille Lapalm 360-902-4293
Hospice Agencies RN, ONC

94-12 2/94 Revised Rules for the Evaluation of Jami Lifka 360-902-4941
Respiratory Impairment

93-02 4/93 Pain Clinics Carole Winegar | 360-902-6815

91-01 1/91 Screening Criteria for Surgery to Treat Lavonda 360-902-6690
Knee Injuries McCandless
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CURRENT PROVIDER UPDATE LIST

Update Date Subject Contact Phone Number
Number | Issued Person
02-03 12/02 Winter Voc Update Roy Plaeger- | 360-902-6699
Brockway
02-02 11/02 Fall Voc Update Roy Plaeger- | 360-902-6699
Brockway
02-01 5/02 Spring Voc Update Mary 360-902-6811
Kaempfe
01-02 11/01 Vocational Services Joanne 360-902-6817
McDaniel
01-01 11/01 Miscellaneous Topics: Joanne 360-902-6817
Provider Documentation and Reporting McDaniel
Requirements; Information Release
Form; Rebill State Fund; Submitting
Claim Documents to State Fund;
Ergonomics Rule; Fee Schedule
Corrections; Independent Medical
Examination Report, Intradiscal
Electrothermal Technique; Place Of
Service Coding; Work-Related Asthma
00-01 1/00 Miscellaneous Topics: Joanne 360-902-6817
Submitting Claims; Hearing Aids; IMES; McDaniel
Personal Appliances; Plantar Fasciitis;
Prescriptions; Provider On-Line Services;
Billing for Multiple, Same-Day Surgery
Services; Toll Free Lines; Work
Conditioning and Work Hardening
99-01 6/99 Miscellaneous Topics: Joanne 360-902-6817
Current Staff Addresses; Chiropractic McDaniel
Fee Schedule Clarification; Dry
Hydrotherapy; Hearing Aids; Medical
Examiners’ Handbook; Medical
Reimbursement Methods Evaluation
Project; Outpatient Prospective Payment
System Project; Post-Acute Head Injury
Program; TENS
98-02 9/98 Miscellaneous Topics: Joanne 360-902-6817
Current Staff Addresses; Chiropractic McDaniel
Consultant program; Hearing Aid
Replacement; Post-Acute Brain Injury
Rehabilitation; Ultram prescriptions
96-02 10/96 Errors the Department Frequently Joanne 360-902-6817
Identifies during Audits and Reviews McDaniel
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Professional Services

This section contains payment policy information for professional services.
Many of the policies contain information previously published in Provider
Bulletins.

In addition to the policies outlined in this section, all providers must follow the
administrative rules, medical coverage decisions and payment policies
contained within the Medical Aid Rules and Fee Schedules, Provider Bulletins,
and Provider Updates. If there are any services, procedures, or text contained
in the CPT® and HCPCS coding books that are in conflict with the Medical Aid
Rules and Fee Schedules, the department’s rules and policies apply (WAC 296-
20-010). All policies in this document apply to claimants receiving benefits from
the State Fund, the Crime Victims Compensation Program and Self-Insurers
unless otherwise noted.
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Questions may be directed to the Provider Hotline at 1-800-848-0811.
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GENERAL INFORMATION

COVERED SERVICES

The department makes general policy decisions, called medical coverage decisions, to ensure
quality of care and prompt treatment of workers. Medical coverage decisions include or
exclude a specific health care service as a covered benefit.

Procedure codes listed as not covered in the fee schedules are not covered for the following
reasons:

1. The treatment is not safe or effective; or is controversial, obsolete, investigational or
experimental.

2. The procedure or service is generally not used to treat industrial injuries or occupational
diseases.

3. The procedure or service is payable under another code.

The department may pay for procedures in the first two categories on a case-by-case basis.
The health care provider must submit a written request and obtain approval from the
department or Self-Insurer prior to performing any procedure in these categories. The written
request must contain the reason for the request, the potential risks and expected benefits and
the relationship to the accepted condition. The healthcare provider must provide any additional
information about the procedure that may be requested by the department or Self-Insurer.

For more information on coverage decisions and covered services, refer to WAC 296-20
sections -01505, -02700 through -02850, -030, -03001, -03002 and -1102.

UNITS OF SERVICE

Payment for billing codes that do not specify a time increment or unit of measure is limited to
one unit per day. For example, only one unit is payable for CPT" code 97022, whirlpool
therapy, regardless of how long the therapy lasts.

UNLISTED CODES

A covered service or procedure may be provided that does not have a specific code or
payment level listed in the fee schedules. When reporting such a service, the appropriate
unlisted procedure code may be used and a special report is required as supporting
documentation. No additional payment is made for the supporting documentation. Refer to
WAC 296-20 of the Washington Administrative Code (including the definition section), and to
the fee schedules for additional information.
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WASHINGTON RBRVS PAYMENT SYSTEM AND POLICIES

The department uses the Resource Based Relative Value Scale (RBRVS) to pay for most
professional services. Services priced according to the RBRVS fee schedule have a fee
schedule indicator of “R” in the Professional Services Fee Schedule.

BASIS FOR CALCULATING RBRVS PAYMENT LEVELS

RBRVS fee schedule allowances are based on relative value units (RVUS), geographic
adjustment factors for Washington State, and a conversion factor. The three state agencies
(the Department of Labor and Industries, the Health Care Authority and the Department of
Social and Health Services) use a common set of RVUs and geographic adjustment factors for
procedures, but use different conversion factors.

The primary source for the current RVUs is the 2003 Medicare Physician Fee Schedule
Database (MPFSDB), which was published by the Centers for Medicare and Medicaid Services
(CMS) in the December 31, 2002 Federal Register. The Federal Register can be accessed
online at http://www.access.gpo.gov/su_docs/ or can be purchased from the U.S. Government
in hard copy, microfiche, or disc formats. The Federal Register can be ordered from the
following addresses:

Superintendent of Documents U.S. Government Bookstore
PO Box 371954 or 915 2nd Avenue
Pittsburgh, PA 15250-7954 Seattle, WA 98174

Under CMS'’s approach, relative values are assigned to each procedure based on the
resources required to perform the procedure, including the work, practice expense, and liability
insurance (malpractice expense). The state agencies geographically adjust the RVUs for each
of these components based on the costs for Washington State. The Washington State
geographic adjustment factors for August 1, 2003 are: 98.9% of the work component RVU,
101.1% of the practice expense RVU, and 78.8% of the malpractice RVU.

To calculate the department’s maximum fee for each procedure:

1. Multiply each RVU component by the corresponding geographic adjustment factor,

2. Sum the geographically adjusted RVU components and round the result to the nearest
hundredth,

3. Multiply the rounded sum by the department’s RBRVS conversion factor (published in
WAC 296-20-135) and round to the nearest penny.

The department’s maximum fees are published as dollar values in the Professional Services
Fee Schedule.

SITE OF SERVICE PAYMENT DIFFERENTIAL

The site of service differential is based on CMS’s payment policy and establishes distinct
maximum fees for services performed in facility and non-facility settings. The department will
pay professional services at the RBRVS rates for facility and non-facility settings based on
where the service was performed. Therefore, it is important to include a valid two-digit place
of service code on your bill.

The department’'s maximum fees for facility and non-facility settings are published in the
Professional Services Fee Schedule.
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Services Paid at the RBRVS Rate for Facility Settings

When services are performed in a facility setting, the department makes two payments, one to
the professional provider and another to the facility. The payment to the facility includes
resource costs such as labor, medical supplies and medical equipment. To avoid duplicate
payment of resource costs, these costs are excluded from the RBRVS rates for facility settings.

Professional services will be paid at the RBRVS rate for facility settings when the department
also makes a payment to a facility. Therefore, services billed with the following place of service
codes will be paid at the rate for facility settings:

Place of
Service Code Place of Service Description
05 Indian health service free-standing facility
06 Indian health service provider-based facility
07 Tribal 638 free-standing facility
08 Tribal 638 provider-based facility
21 Inpatient hospital
22 Outpatient hospital
23 Emergency room- hospital
24 Ambulatory surgery center
25 Birthing center
26 Military treatment facility
31 Skilled nursing facility
34 Hospice
41 Ambulance (land)
42 Ambulance (air or water)
51 Inpatient psychiatric facility
52 Psychiatric facility partial hospitalization
56 Psychiatric residential treatment center
61 Comprehensive inpatient rehabilitation facility
62 Comprehensive outpatient rehabilitation facility
99 Other unlisted facility
(none) (Place of service code not supplied)

L : Remember to include a valid two-digit place of service code on your bill.
Billing Tip Bills without a place of service code will be processed at the RBRVS rate

for facility settings, which could result in lower payment.
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Services Paid at the RBRVS Rate for Non-Facility Settings

When services are provided in non-facility settings, the professional provider typically bears the
costs of labor, medical supplies and medical equipment. These costs are included in the
RBRVS rate for non-facility settings.

Professional services will be paid at the RBRVS rate for non-facility settings when the
department does not make a separate payment to a facility. Therefore, services billed with the
following place of service codes will be paid at the rate for non-facility settings:

Place of

Service Code Place of Service Description
03 School
04 Homeless shelter
11 Office
12 Home
15 Mobile unit
20 Urgent care facility
32 Nursing facility
33 Custodial care facility
50 Federally qualified health center
53 Community mental health center
54 Intermediate care facility/mentally retarded
55 Residential substance abuse treatment center
60 Mass immunization center
65 End stage renal disease treatment facility
71 State or local public health clinic
72 Rural health clinic
81 Inpatient laboratory

Facilities will be paid at the RBRVS rate for non-facility settings when the department does not
make a separate payment directly to the provider of the service.

Remember to include a valid two-digit place of service code on your bill.
Billing Tip Bills without a place of service code will be processed at the RBRVS rate

for facility settings, which could result in lower payment.
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EVALUATION AND MANAGEMENT SERVICES (E/M)

NEW AND ESTABLISHED PATIENT
The department uses the CPT" definitions of new and established patients.

If a patient presents with a work related condition and meets the definition of a new patient in a
provider’s practice, then the appropriate level of a new patient E/M should be billed.

If a patient presents with a work related condition and meets the definition of an established
patient in a provider’s practice, then the appropriate level of established patient E/M service
should be billed, even if the provider is treating a new work related condition for the first
time.

MEDICAL CARE IN THE HOME OR NURSING HOME

The department allows attending physicians to charge for nursing facility services (CPT" codes
99301-99313), domiciliary, rest home (e.g., boarding home), or custodial care services (CPT"
codes 99321-99333) and home services (CPT" codes 99341-99350). The attending physician
(not staff) must perform these services. The medical record must document the medical
necessity as well as the level of service.

PROLONGED EVALUATION AND MANAGEMENT

Payment of prolonged E/M (CPT" codes 99354-99357) is allowed with a maximum of three
hours per day per patient. These services are payable only when another E/M code is billed on
the same day using the following CMS payment criteria:

CPT" Code Other CPT” Code(s) Required on Same Day

99354 99201-99205, 99212-99215, 99241-99245 or 99324-99350

99355 99354 and one of the E/M codes required for 99354

99356 99221-99223, 99231-99233, 99251-99255, 99261-99263, 99301-99303, or
99311-99313

99357 99356 and one of the E/M codes required for 99356

The time counted toward payment for prolonged E/M services includes only direct face-to-face
contact between the provider and the patient (whether the service was continuous or not).
Prolonged physician services without direct contact (CPT" codes 99358 and 99359) are
bundled and are not payable in addition to other E/M codes.

A narrative report is required when billing for prolonged evaluation and management
services. See Appendix H for additional information.
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PHYSICIAN STANDBY SERVICES

The department pays for physician standby services (CPT" code 99360) when all the following
criteria are met:

= Another physician requested the standby service,
« The standby service involves prolonged physician attendance without direct (face-to-face)
patient contact,
« The standby physician is not concurrently providing care or service to other patients
during this period,
« The standby service does not result in the standby physician’s performance of a
procedure subject to a “surgical package,” and
« Standby services of 30 minutes or more are provided.
Subsequent periods of standby beyond the first 30 minutes may be reported and are payable
only when a full 30 minutes of standby was provided for each unit of service reported. Round
all fractions of a 30-minute unit downward.

Justification for the physician standby service must be documented and retained in the
provider’s office and submitted to the department or Self-Insurer for review upon request.

A narrative report is required when billing for physician standby services.

CASE MANAGEMENT SERVICES

Team conferences (CPT" codes 99361-99362) may be payable when the attending doctor,
consultant, or psychologist meets with an interdisciplinary team of health professionals,
department staff, vocational rehabilitation counselors, nurse case managers, department
medical consultants, Self-Insurer representatives or employers. Documentation must include a
goal-oriented, time-limited treatment plan covering medical, surgical, vocational or return to
work activities, or objective measures of function that allow a determination as to whether a
previously created plan is effective in returning the injured worker to an appropriate level of
function.

Telephone calls (CPT" codes 99371-99373) are payable only when personally made by the
attending doctor, consultant or psychologist. These services are payable when discussing or
coordinating care or treatment with the injured worker, department staff, vocational
rehabilitation counselors, nurse case managers, department medical consultants, Self-Insurer
representatives or employers. Telephone calls for authorization, resolution of billing issues, or
ordering prescriptions are not payable.
Documentation for case management services (CPT" codes 99361-99373) must include:

« The date,

« The participants and their titles,

« The length of the call or visit,

« The nature of the call or visit, and

« All medical, vocational or return to work decisions made.

Psychiatrists and clinical psychologists may only bill for case management services when also
providing consultation or evaluation.
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PHYSICIAN CARE PLAN OVERSIGHT

The department allows separate payment for physician care plan oversight services (CPT"
codes 99375, 99378 and 99380). Payment is limited to one per attending physician, per
patient, per 30-day period. Care plan services (CPT" codes 99374, 99377 and 99379) of less
than 30 minutes within a 30-day period are considered part of E/M services and are not
separately payable.

Payment for care plan oversight to a physician providing postsurgical care during the
postoperative period will be made only if the care plan oversight is documented as unrelated to
the surgery, and modifier —24 is used. The attending physician (not staff) must perform these
services. The medical record must document the medical necessity as well as the level of
service.

TELECONSULTATIONS

The department has adopted a modified version of CMS’s policy on teleconsultations.
Teleconsultations require an interactive telecommunication system, consisting of special audio
and video equipment that permits real-time consultation between the patient, consultant and
referring provider. Telephones, faxes and electronic mail systems do not meet the definition of
an interactive telecommunication system.

Coverage of Teleconsultations
Teleconsultations are covered in the same manner as face-to-face consultations (refer to
WACs 296-20-045 and —051), but in addition, all of the following conditions must be met:

« The consultant must be a doctor as described in WAC 296-20-01002, which includes a
MD, DO, ND, DPM, OD, DMD, DDS, or DC. A consulting DC must be an approved
consultant with the department.

« Thereferring provider must be one of the following: MD, DO, ND, DPM, OD, DMD,
DDS, DC, ARNP, PA, or PhD Clinical Psychologist.

« The patient must be present at the time of the consultation.

« The examination of the patient must be under the control of the consultant.

« The referring provider must be physically present with the patient during the consultation.

« The consultant must submit a written report documenting this service to the referring
provider, and must send a copy to the insurer.

« Areferring provider who is not the attending must consult with the attending provider
before making the referral.
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Payment of Teleconsultations

Teleconsultations are paid in a different manner than face-to-face consultations. Also, the
department and Self-Insurers pay for teleconsultations in a different manner than CMS.
Insurers may directly pay both consultants and referring providers for their services. Insurers
will pay according to the following criteria:

« Providers (consulting and/or referring) must append a “GT” modifier to one of the
appropriate codes listed in the table below.

« The amount allowable for the appropriate code is the lesser of the billed amount or 75% of
the fee schedule amount.

« No separate payment will be made for the review and interpretation of the patient’s
medical records and/or the required report that must be submitted to the referring provider
and to the department.

« No payment is allowed for telephone line charges and facility fees incurred during the
teleconsultation.

The Consultant May Bill Codes: The Referring Provider May Bill Codes:
CPT" codes 99241-99245 CPT" codes 99211-99215
CPT" codes 99251-99255 CPT" codes 99218-99239
CPT" codes 99261-99263 CPT" codes 99301-99313
CPT" codes 99271-99275 CPT" codes 99331-99333
CPT" codes 99241-99244 (DCs, NDs) CPT" codes 99347-99357
CPT" codes 99211-99214 (for DCs, NDs)
CPT" code 90801 (for PhD Clinical Psychologists)

END STAGE RENAL DISEASE (ESRD)

The department follows CMS'’s policy regarding the use of E/M services along with dialysis
services. E/M services (CPT" codes 99231-99233 and 99261-99263) are not payable on the
same date as hospital inpatient dialysis (CPT" codes 90935, 90937, 90945 and 90947). These
E/M services are bundled in the dialysis service.

Separate billing and payment for an initial hospital visit (CPT" codes 99221-99223), an initial
inpatient consultation (CPT" codes 99251-99255), and a hospital discharge service (CPT"

code 99238 or 99239), will be allowed when billed on the same date as an inpatient dialysis
service.

APHERESIS

The department no longer covers apheresis services. Apheresis is not used to treat industrial
injuries or occupational diseases.
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SURGERY SERVICES

GLOBAL SURGERY POLICY

Many surgeries have a follow-up period during which charges for normal postoperative care are
bundled into the global surgery fee. The global surgery follow-up day period for each surgery is
listed in the “Fol-Up” column in the Professional Services Fee Schedule.

Services and Supplies Included in the Global Surgery Policy
The following services and supplies are included in the global surgery follow-up day period and
are considered bundled into the surgical fee:

« The operation itself.

« Preoperative visits, in or out of the hospital, beginning on the day before the surgery.

« Services by the primary surgeon, in or out of the hospital, during the postoperative period.

« Dressing changes; local incisional care and removal of operative packs; removal of
cutaneous sutures, staples, lines, wires, tubes, drains and splints; insertion, irrigation and
removal of urinary catheters, cast room charges, routine peripheral IV lines, nasogastric
and rectal tubes; and change and removal of tracheostomy tubes. Casting materials are
not part of the global surgery policy and are paid separately.

« Additional medical or surgical services required because of complications that do not
require additional operating room procedures.

How to Apply the Follow-Up Day Period
The follow-up day period applies to any provider who participated in the surgical procedure.
These providers include:

= Surgeon or physician who performs any component of the surgery (e.g., the pre, intra,
and/or postoperative care of the patient; identified by modifiers —56, -54, and —55)

« Assistant surgeon (identified by modifiers —80, -81, and —82)
« Two surgeons (identified by modifier —62)

« Team surgeons (identified by modifier —66)

« Anesthesiologists and CRNAs

The follow-up day period always applies to the following CPT" codes, unless modifier -24, -25,
-57, or -79 is appropriately used:

E/M Codes Ophthalmological Codes
99211-99215 99301-99303 92012-92014
99218-99220 99311-99316
99231-99239 99331-99333
99261-99263 99347-99350
99291-99292

Professional inpatient services (CPT" codes 99211-99223) are only payable during the follow-
up day period if they are performed on an emergency basis (i.e., they are not payable for
scheduled hospital admissions).

Codes that are considered bundled are not payable during the global surgery follow-up period.
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PRE, INTRA, OR POSTOPERATIVE SERVICES

The department or Self-Insurer will allow separate payment when the preoperative,
intraoperative or postoperative components of the surgery are performed by different
physicians or providers. The appropriate modifiers (-54, -55 or -56) must be used. The percent
of the maximum allowable fee for each component is listed in the Professional Services Fee
Schedule.

If different providers perform different components of the surgery (pre, intra, or postoperative
care), the global surgery policy applies to each provider. For example, if the surgeon
performing the operation transfers the patient to another physician for the postoperative care,
the same global surgery policy, including the restrictions in the follow-up day period, applies to
both physicians.

STARRED SURGICAL PROCEDURES

In the Surgery section of the CPT" book, many minor surgeries are designated by a star (*)
following the procedure code.

For these starred procedures, the department follows CMS'’s policy to not allow payment for an
E/M office visit during the global period unless:

« A documented, unrelated service is furnished during the postoperative period and modifier
—24 is used, or

« The practitioner who performs the procedure is seeing the patient for the first time, in
which case an initial new patient E/M service can be billed. This is considered a
significant, separately identifiable service and modifier —25 must be used. Appropriate
documentation must be made in the chart describing the E/M service.

CPT" code 99025, initial surgical evaluation, is considered bundled and is not separately
payable. Modifier —57, decision for surgery, is not payable with minor surgeries (e.g., starred
procedures). When the decision to perform the minor procedure is made immediately before
the service, it is considered a routine preoperative service and a visit or consultation is not paid
in addition to the procedure.

Modifier =57 is payable with an E/M service only when the visit results in the initial decision to
perform major surgery.

STANDARD MULTIPLE SURGERY POLICY
When multiple surgeries are performed on the same patient at the same operative session or
on the same day, the total payment equals the sum of:
100% of the global fee for the procedure or procedure group with the highest value
according to the fee schedule
50% of the global fee for the second through fifth procedures with the next highest
values, according to the fee schedule.
Procedures in excess of five require submission of documentation and individual review to
determine payment amount.

When different types of surgical procedures are performed on the same patient on the same
day for accepted conditions, the payment policies should always be applied in the following
sequence:

« Multiple endoscopy procedures for endoscopy procedures

« Other modifier policies, and finally

« Standard multiple surgery policy.
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BILATERAL PROCEDURES POLICY

Bilateral surgeries should be billed as two line items. Modifier =50 should be applied to the
second line item. When billing for bilateral surgeries, the two line items should be treated as
one procedure. The second line item is paid at the lesser of the billed charge or 50% of the fee
schedule maximum.

. ] Check the Professional Services Fee Schedule to see if modifier —50 is
Billing Tip valid with the procedure performed.

Example: Bilateral Procedure
Line CPT" Maximum Payment | Bilateral Policy Allowed
Iltem | Code/Modifier | (non-facility setting) Applied Amount
1 |e4721 $543.23 $543.23"
2 | 64721-50 $543.23 $271.62@ $271.62
Total Allowed Amount in Non-Facility Setting: $814.85%®

(1)  Allowed amount for the highest valued procedure is the fee schedule maximum.

(2) When applying the bilateral payment policy, the two line items will be treated as one
procedure. The second line item billed with a modifier =50 is paid at 50% of the value paid for
the first line item.

(3) Represents total allowable amount.

ENDOSCOPY PROCEDURES POLICY

For the purpose of these payment policies, the term, “endoscopy” will be used to refer to any
invasive procedure performed with the use of a fiberoptic scope or other similar instrument.

Payment is not allowed for an E/M office visit (CPT" codes 99201-99215) on the same day as
a diagnostic or surgical endoscopic procedure unless a documented, separately identifiable
service is provided and modifier —25 is used.

Endoscopy procedures are grouped into clinically related “families.” Each endoscopy family
contains a “base” procedure that is generally defined as the diagnostic procedure (as opposed
to a surgical procedure).

The base procedure for each code belonging to an endoscopy family is listed in the “Endo
Base” column in the Professional Services Fee Schedule. Base procedures and their family
members are also identified in Appendix A, “Endoscopy Families.”

When multiple endoscopy procedures belonging to the same family (related to the same base
procedure) are billed, maximum payment is calculated as follows:

1. Maximum payment for the endoscopy procedure with the highest dollar value listed in
the fee schedule is 100% of the fee schedule value.

2. For subsequent endoscopy procedures, maximum payment is calculated by subtracting
the fee schedule maximum for the base procedure from the fee schedule maximum for
the endoscopy family member.

3.  When the fee schedule maximum for a family member is less than that of the base code,
no add-on will be provided nor will there be a reduction in payment. Consider the portion
of payment for this family member equal to $0.00 (see example #2).

4. No additional payment is made for a base procedure when a family member is billed.
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Once payment for all endoscopy procedures is calculated, each family is defined as an
“endoscopic group.” If more than one endoscopic group or other non-endoscopy procedure is
billed for the same patient on the same day by the same provider, the standard multiple surgery
policy will be applied to all procedures (see example #3).

Multiple endoscopies that are not related (e.g., each is a separate and unrelated procedure)
are priced as follows:

1. 100% for each unrelated procedure, then
2. Apply the standard multiple surgery policy

Example #1: Two Endoscopy Procedures in the Same Family

Line CPT" Maximum Payment Endoscopy Allowed
Item Code (non-facility setting) | Policy Applied Amount
Base @ 29870 $536.15 $000.00 @
1 20874 $708.12 $171.97 @ $171.97 @
2 29880 $ 854.30 $854.30® $854.30 ®
Total Allowed Amount in Non-Facility Setting: $1026.27 ©

(1) Base code listed is for reference only (not included on bill form).

(2) Payment is not allowed for a base code when a family member is billed.

(3)  Allowed amount for the highest valued procedure in the family is the fee schedule maximum.

(4)  Allowed amount for other procedures in the same endoscopy family is calculated by
subtracting the fee schedule maximum for the base code from the fee schedule maximum for
the non-base code.

(5) Amount allowed under the endoscopy policy.

(6) Represents total allowed amount after applying all applicable global surgery policies.
Standard multiple surgery policy does not apply because only one family of endoscopic
procedures was billed.

Example #2: Endoscopy Family Member With Fee Less than Base Procedure

Line CPT" Maximum Payment Endoscopy Allowed
Item Code (non-facility setting) | Policy Applied Amount
Base ) 43235 $ 423.86
1 43241 $193.22 $ 000.00 @
2 43251 $271.11 $271.11 @ $271.11 9
Total Allowed Amount in Non-Facility Setting: $271.11®

(1) Base code listed is for reference only (not included on bill form).

(2)  Allowed amount for the highest valued procedure in the family is the fee schedule maximum.

(3) When the fee schedule maximum for a code in an endoscopy family is less than the fee
schedule maximum for the base code, no add-on will be provided nor will there be a reduction
in payment. Consider the portion of payment for the lesser family member equal to $0.00.

(4)  Allowed amount under the endoscopy policy.

(5) Represents total allowed amount. Standard multiple surgery policy does not apply because
only one endoscopic group was billed.
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Example #3: Two Surgical Procedures Billed with an Endoscopic Group

Line CPTY | Maximum Payment Endoscopy Standard Multiple
Iltem Code | (non-facility setting) Policy Surgery Policy
Applied Applied
1 11402 $196.76 $98.38 ®
2 11406 $313.60 $156.80 ©
Base ® | 29830 $599.37
3 29835 $667.15 $67.68¢ $67.68%W
4 29838 $ 785.51 $785.51@ $ 78551 @
Total Allowed Amount in Non-Facility Setting: $1108.37 ©

(1) Base code listed is for reference only (not included on bill form).

(2)  Allowed amount for the highest valued arthroscopy procedure is the fee schedule maximum.

(3)  Allowed amount for the second highest valued arthroscopy procedure in the family is
calculated by subtracting the fee schedule maximum for the base code from the fee schedule
maximum for the non-base code.

(4) Standard multiple surgery policy is applied, with the highest valued surgical procedure or
procedure group being paid at 100%

(5) Standard multiple surgery policy is applied, with the second and third highest valued surgical
procedures being paid at 50% each.

(6) Represents total allowed amount after applying all applicable global surgery policies.

MICROSURGERY

CPT" code 69990 is an “add-on” surgical code that indicates an operative microscope has
been used. As an “add-on” code, it is not subject to multiple surgery rules.

CPT" code 69990 is not payable when:

« Using magnifying loupes or other corrected vision devices, or

« Use of the operative microscope is an inclusive component of the procedure, (i.e. the
procedure description specifies that microsurgical techniques are used), or

= Another code describes the same procedure being done with an operative microscope.
For example, CPT" code 69990 may not be billed with CPT" code 31535, operative
laryngoscopy, because CPT" code 31536 describes the same procedure using an
operating microscope. The table below contains a complete list of all such codes.

CPT" Codes Not Allowed with CPT” 69990

CPTYCode CPTYCode CPTYCode CPT Code
15756-15758 26551-26554 31540-31541 61548
15842 26556 31560-31561 63075-63078
19364 31520 31570-31571 64727
19368 31525-31526 43116 64820-64823
20955-20962 31530-31531 43496 65091-68850
20969-20973 31535-31536 49906
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SPINAL INJECTION POLICY
Injection procedures are divided into three categories:

1. Injection procedures that require fluoroscopy.

2. Injection procedures that may be done without fluoroscopy when performed at a certified
or accredited facility by a physician with privileges to perform the procedure at that
facility. These procedures require fluoroscopy if they are not performed at a certified or
accredited facility.

3. Injection procedures that do not require fluoroscopy.

Definition of Certified or Accredited Facility
The department defines a certified or accredited facility as a facility or office that has
certification or accreditation from one of the following organizations:

1. Medicare (CMS - Centers for Medicare and Medicaid Services)
Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
Accreditation Association for Ambulatory Health Care (AAAHC)
American Association for Accreditation of Ambulatory Surgical Facilities (AAAASF)
American Osteopathic Association (AOA)
Commission on Accreditation of Rehabilitation Facilities (CARF)

o gk wN
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Spinal Injection Procedures that Require Fluoroscopy

CPT®
Code  Abbreviated CPT® Code Description ~ CPT® Fluoroscopy Codes®®

62268 Drain spinal cord cyst 76003, 76360, 76942

62269 Needle biopsy, spinal cord 76003, 76360, 76942

62281 Treat spinal cord lesion 76005, 72275

62282 | Treat spinal cord canal 76005, 72275

62284 Injection for myelogram or CT scan 76005, 76360, 76942, 72240,
72255, 72265, 72270

62290 Inject for spine disk x-ray 72295

62291 Inject for spine disk x-ray 72285

62292 Injection for disk lesion 72295

62294 | Injection into spinal artery 76003, 76005, 76360, 75705

62310 Inject spine c/t 76005, 72275

62311 Inject spine I/s (cd) 76005, 72275

62318 Inject spine w/cath, c/t 76005, 72275

62319 Inject spine w/cath I/s (cd) 76005, 72275

64470 Inject paravertebral c/t 76005

64472 Inject paravertebral c/t add-on 76005

64475 Inject paravertebral I/s 76005

64476 Inject paravertebral I/s add-on 76005

64479 Inject foramen epidural c/t 76005, 72275

64480 Inject foramen epidural add-on 76005, 72275

64483 Inject foramen epidural I/s 76005, 72275

64484 Inject foramen epidural add-on 76005, 72275

(1)  One of the indicated fluoroscopy codes must be billed along with the underlying procedure
code, or the bill for the underlying procedure will be denied.
(2)  Only one of the indicated fluoroscopy codes may be billed for each injection.

Spinal Injection Procedures that May Be Done Without Fluoroscopy

Interlaminar epidural steroid injections may be performed without fluoroscopy if performed at a
certified or accredited facility by a physician with privileges to perform the procedure at that
facility. The decision whether or not to use fluoroscopy must be made by the physician based
on sound medical practice.

To be payable, these spinal injections must include a facility place of service code and
documentation that the procedure was performed at a certified or accredited facility.

CPT® Code Abbreviated CPT® Code Description

62310 Inject spine cit

62311 Inject spine I/s (cd)

62318 Inject spine w/cath, c/t
62319 Inject spine w/cath I/s (cd)

Spinal Injection Procedures that Do Not Require Fluoroscopy
CPT®Code Abbreviated CPT® Code Description

62270 Spinal fluid tap diagnostic
62272 Drain spinal fluid
62273 Treat epidural spine lesion
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Payment Methods for Spinal Injection Procedures

Provider Type Procedure Type Payment Method
Physician or CRNA/ARNP Injection -26 Component of Professional
Services Fee Schedule
Radiology -26 Component of Professional
Services Fee Schedule
Radiology Facility Injection No Facility Payment
Radiology -TC Component of Professional
Services Fee Schedule
Hospital® Injection APC or POAC
Radiology® APC or -TC Component of
Professional Services Fee
Schedule
ASC Injection ASC Fee Schedule
Radiology -TC Component of Professional
Services Fee Schedule

(1) Payment method depends on a hospital’s classification.
(2) Radiology codes may be packaged with the injection procedure.

REGISTERED NURSES AS SURGICAL ASSISTANTS

Licensed registered nurses may perform surgical assistant services if the registered nurse
submits the following documents to the department or Self-Insurer along with a completed
provider application.
1. A photocopy of her or his valid and current registered nurse license, and
2. Aletter granting on-site hospital privileges for each institution where surgical assistant
services will be performed.

Payment for these services is 90% of the allowed fee that would otherwise be paid to an
assistant surgeon.

PROCEDURES PERFORMED IN A PHYSICIAN'S OFFICE
Modifier —SU is a new modifier used to denote the use of facility and equipment used while
performing a procedure in a physician's office.

Modifier —SU is not covered and the department will not make a separate facility payment.
Procedures performed in a physician’s office are paid at nonfacility rates that include office
expenses.

Physicians’ offices must meet ASC requirements to qualify for separate facility payments.
Refer to WAC 296-23B for information about the requirements.

MISCELLANEOUS

Angioscopy

Payment for angioscopies (CPT" code 35400) is limited to only one unit based on its complete
code description encompassing multiple vessels. The work involved with varying numbers of
vessels was incorporated in the RVUSs.
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Autologous Chondrocyte Implant

The department or Self-Insurer may cover autologous chondrocyte implant (ACI) when all of
the guidelines outlined in Provider Bulletin 03-02, Coverage Decisions, are met. ACI requires
prior authorization.

In addition to the clinical guidelines for the procedure, the surgeon must have received training
through Genzyme Biosurgery and have performed or assisted with 5 ACI procedures or
perform ACI under the direct supervision and control of a surgeon who has performed 5 or
more ACI procedures.

If the procedure is authorized, the department will pay Genzyme Biosurgery directly for
Carticel®, (autologous cultured chondrocytes). For more information, go to
http://www.Ini.wa.gov/hsa/ProvBulletins/Default.htm

Closure of Enterostomy

Closures of enterostomy (CPT" codes 44625 and 44626) are not payable with mobilization
(take down) of splenic flexure performed in conjunction with partial colectomy (CPT" code
44139). CPT" code 44139 will be denied if it is billed with CPT" code 44625 or 44626.

Meniscal Allograft Transplantation

The department or Self-Insurer may cover meniscal allograft transplantation when all of the
guidelines outlined in Provider Bulletin 03-02, Coverage Decisions, are met. Meniscal allograft
transplantation requires prior authorization.

In addition to the clinical guidelines for the procedure, the surgeon must have performed or
assisted with